Treatment.-Excision head of radius and tendon transplantation. A 2-inch transverse dorsal wrist incision was made in a skin crease. Posterior annular ligament preserved, extensor tendons found to be thin and atrophic except for radial extensors. Extensor carpi radialis brevior detached from its insertion and sutured to extensor communis with fingers extended and communis tendon mass sutured together. Tendon of extensor carpi radialis longior split for about 2j in. and one portion detached from its insertion threaded beneath posterior annular ligament with extensor pollicis longus, and sutured to that tendon with the thumb in extension. After-treatment.-Cock-up On examination.-Bilateral enlargement of the maxillk, making cheeks and upper jaw protrude. Subsidiary swellings both sides of nose. Alveoli enlarged and thickened. X-ray shows gross changes in both superior maxilla with great bony thickening and a structureless sclerosis. Both antra are occluded. Middle and inferior turbinates similarly affected. Frontal bones show a few patches of sclerosis. X-ray appearances of pelvis and long bones normal. Wassermann reaction negative.
Dr. H. S. Stannus: Cases of leontiasis ossea present many points of interest; their oetiology remains unknown, their relationship to other conditions uncertain, including among them fibrocystic disease and the condition known as goundou commonly associated with yaws. Anyone interested in the subject should consult the monograph by Botreau-Roussel (1925) on "Ost&ites pianiques.'" Some sears ago I collected all the published cases of leontiasis and found I could match each one with a case from Botreau-Roussel's wonderful series. One wondered whether there was some common ctiological factor in the two conditions-possibly a nutritional factor disturbing bone metabolism. A rather similar affection occurs in caged anthropoids, equidc and goats. X-ray of the chest showed no metastases and a disarticulation at the left shoulder joint was performed under general anesthesia.
Primary healing followed and convalescence was smooth. Deep X-ray therapy has been given to the shoulder. The elbow was dissected and pieces of the fleshy white tumour were taken for histology: one from the synovium of the elbowjoint, one from around the ulnar nerve, and one enlarged axillary lymph gland noted at operation. All three showed a tumour similar to that of the biopsy, but with the histology less well preserved. Cancet, 1938, 34, 501) as the "indifferent type, of compact structure but with clear spots after reticulum impregnation, corresponding to a beginning endothelial evolution". Confirmation was obtained after disarticulation by the dissection which showed the tumour to have arisen in the soft tissues around the left elbow-joint.
Prognosis is considered to be poor in view of the series reported by Haagensen and Stout (Ann. Surg., 1944, 120, 826) who collected 104 cases of whom only 3 were known to be free from recurrence or metastasis after five years. S. C., a Polish journalist aged 56, was admitted to St. James' Hospital on 30.10.46, having collapsed after three days' melaena. He stated that there had been some abdominal discomfort after meals for a few months. Six weeks previously he had vomited blood. He had been losing weight.
On examination he was found to be very pale and thin. B.P. 100/46. No mass could be felt in the abdomen. Blood-count on day of admission: R.B.C. 1,940,000 per cmm., Hb 28%. He was given a blood transfusion and early light feeding and there was no further massive haemorrhage.
Five days after admission a gastroscopic examination disclosed the presence of a polypus of the fundus of the stomach with the "bridging folds" sign of Schindler at the base and a white polypoidal edged ulcer at its apex (see Plate). The mucosa of the stomach was atrophic but no other tumour of the stomach was present. Fractional test meal revealed complete achlorhydria. Later he began to get pain after meals again, and an X-ray examination about this time showed a filling defect, evidently the stalk of a mass which originated at the fundus of the stomach. The tumour itself, thinly covered with barium, appeared to be intussuscepted into the duodenum. The gastroscope was passed again at this time but unobstructed views could not be obtained, which tended to confirm that some gross anatomical distortion had taken place.
Operation.-On 29.11.46, under cyclopropane and local anesthesia, a transthoracic transphrenic laparotomy was performed, after removing the tenth rib. The fundus of the stomach was found to be intussuscepted, the apex of the intussusception being a hard tumour lying in the grossly distended duodenum. The intussusception was easily reduced. In view of the extremely hard -consistency, nodularity of the base of the tumour, enlargement of the paracardial and superior gastric lymph glands,-and the persisting ulceration, a radical resection was carried out, the upper two-thirds of stomach, 3 cm. of cesophagus, spleen and neighbouring omenta and glands being removed. After closing the cut end of the lower segment of the stomach an "end-in-side" cesophago-gastrostomy was performed. The remaining stomach was securely anchored and diaphragm and chest were closed with drainage of the pleural cavity.
The post-operative progress was normal, fluids by mouth were taken on the second day, he was up on the sixth day and was discharged, taking food very well, on 21.12.46. The specimen.-The tumour, 12 cm. by 7 cm. by 7 cm. has its base about 2 cm. from the cardiac orifice. It is hard in consistency and has an ulcer crater at the
